Background and Significance
Minority elders, and more specifically, African American elders, are often underrepresented in health care research (Brown & Topcu, 2003; Moreno-John et al., 2004 ) . The current study seeks (a) to examine some new practices in recruitment of Black elders through the use of a community-based participatory research (CBPR) approach to work with the community to create an education and support program and to build and use a participant registry and (b) to determine the similarities and differences of the volunteers in the Detroit-based Healthier Black Elders (HBE) Participant Resource Pool (PRP), with a populationbased community sample from the Detroit Health Needs Assessment (Chapleski, 2002) .
Despite significant advances in medicine, behavioral, and social sciences, not all people in American society benefit from advances that result in improved health, increased longevity, and decreases in disability (Stahl & Hahn, 2007) . Findings from various studies indicate that many chronic health conditions are more prevalent in minority elders as compared with their White counterparts (Antonucci & Jackson, 2009; risk for negative health outcomes when compared with European Americans (Crimmins, Kim, & Seeman, 2009; Smith & Kington, 1997) . Crimmins and colleagues found that even when accounting for poverty status, older African American adults were more likely to die at younger ages than were European Americans. Currently, 82% of the 65+ population is non-Hispanic White, 8% nonHispanic Black, and 6% Latino. Projections indicate that by 2050, the composition of the older population will be significantly more diverse than it is currently, with 64% non-Hispanic White, 16% Hispanic, 12% Black, and 8% Asian (Federal Interagency Forum on Aging Related Statistics, 2008 ) , reinforcing the need to improve health research participation in members of under represented minority groups.
Recruitment and retention of African Americans in health research is a significant challenge ( Brown & Topcu, 2003; Linden et al., 2007; Mischel & Weinrich, 1999) . Essential to research in any field is the recruitment and retention of study participants. If recruitment lags, it is unlikely that results will be generalizable to the studied population; if retention lags, questions arise about the validity of conclusions drawn by study investigators (Levkoff & Sanchez, 2003) . There are several well-described barriers to recruiting and retaining people of color-particularly, older African Americans and Latinos into health research and clinical trials (Curry & Jackson, 2003) . One common explanation, highlighted in numerous studies, is the influence of African Americans' distrust and suspicion on willingness to participate in research conducted by the White-dominated medical and research communities (Corbie-Smith, Thomas, Williams, & Moody-Ayers, 1999; Farmer, Jackson, Camacho, & Hall, 2007; Freedman, 1998; Freimuth et al., 2001; Gorelick, Harris, Burnett, & Bonecutter, 1998) . Other barriers found to be important include lack of information about the research (Thomas, Quinn, Billingsley, & Caldwell, 1994) , lack of cultural understanding on the part of White researchers and study recruiters (Corbie-Smith et al., 1999; Flaskerud & Nyamathi, 2000; Freedman, 1998) , and deep-seated fears of racism (Freimuth et al., 2001; Gamble, 1997; Williams, Neighbors, & Jackson, 2003) .
An alternative explanation offered for low recruitment of African American elders is that they are simply not asked to participate in research as often as are their White counterparts. Wendler and colleagues (2006) found that although African
American individuals were open to research participation, they were systematically excluded (i.e., selection bias) from studies due to recruitment methods. Using a telephone-based random sample method, Lichtenberg, Brown, Jackson, and Washington (2004) provided normative data about research participation in older African Americans. Overall, 23% of the randomly selected population-based participants in the study of Lichtenberg and colleagues were ever invited to participate in health research. Seventy-six percent of those approached to participate chose to enroll in the study. Drug treatment studies (for cancer, heart disease, and diabetes) and health surveys made up the two most common types of research engaged in. Those who engaged in survey research believed that overall, research led to quality of life improvements for the general population. Furthermore, those who felt they were fairly treated during the research were more satisfied with their experience. Fourteen percent of participants were dissatisfied with their experience in research and reported being treated unfairly (e.g., being deceived, feeling used).
To tackle the issues of recruitment and develop innovative strategies, the National Institute on Aging (NIA) created in 1997 provides support for a major initiative in the form of Resource Centers for Minority Aging Research (RCMAR; MorenoJohn et al., 2007) . The NIA supports six centers, many of which include a Community Liaison Core (CLC) that is charged with the dual task of establishing an infrastructure and presence in African American communities conducive to the recruitment of African American elders and contributing to the science of minority elder recruitment and retention.
The Michigan Center for Urban African American Aging Research (MCUAAAR) is one of the six national RCMARs. The MCUAAAR, formed in 1997, has developed an extensive community outreach and partnership program to increase Black elders involvement in research. The HBE center is part of the MCUAAAR's CLC. The city of Detroit is the primary geographic area targeted by the MCUAAAR's CLC. The Center's goal is accomplished through the collection of data that will be used to effectively resolve problems associated with the health of African American elders. Sustainable partnerships are created with communitybased organizations and individuals to engage older African Americans in health-related research, health promotion, and risk reduction activities.
Each of the centers uses slightly different strategies in community engagement. Below is a description of the HBE conceptual framework and philosophy.
HBE Conceptual Framework
CBPR was chosen as the guiding framework for the HBE. CBPR is designed to address specific issues identified by a participatory community, with the goal of improving the community or its identified areas of concerns (Reason & Bradbury, 2001) . CBPR links researchers and community members in a partnership across all phases of the study, including conducting the research, evaluating community needs, selecting issues, sharing resources, designing the research process, recruiting participants, and interpreting and evaluating the research findings (Israel, Eng, Schulz, & Parker, 1998) . Of the nine CBPR principles that Israel and colleagues have identified, four are relevant to the HBE's CLC-MCUAAAR: (a) Facilitating a collaborative equitable partnership in all phases of research, involving an empowering and power-sharing process that attends to social inequalities among older minorities, (b) focusing on the local relevance of public health problems and on ecological perspectives that attend to the multiple determinants of health among older minorities, (c) disseminating results to all partners and involving them in the wider dissemination of results, and (d) adopting a long-term outlook and a commitment to sustainability. Understanding and utilizing these four aspects of CBPR is strongly recommended for any group modeling itself after the HBE. These aspects of CBPR may enhance the likelihood of obtaining a nonrandom sample that is representative of the area in which the researchers are working.
The HBE Approach to Participant Engagement and Recruitment
Sixteen Community Advisory Board (CAB) members, 6 below the age of 55 years and 10 older adults, mentor and help the HBE staff determine (a) strategies for recruitment, (b) content of and location for health outreach programming, and (c) evaluation of programming. After the first 5-years of the MCUAAR, the CAB believed that enough trust and recognition of HBE had developed in the community that the creation of a research database called the PRP was timely. The PRP was created in 2002 to help mentor academic investigators toward reaching African American elders interested in participating in research. Year-round programming, including community outreach and education forms the basis of HBE's core activities. The Center conducts five annual Consumer Health Learning Series, distributes biannual newsletters/ event flyers (through both mailings and emails), conducts PRP health-screening surveys, and hosts an annual Health Reception to engage metropolitan Detroit African American elders in research. All programming takes place in the community. The CAB helps identify potential partners for the learning series sessions and the Health Reception. Partners include those from places like senior housing venues, senior centers, church groups, city senior services, nonprofit educational forums, senior co-op housing, and/or food or clothing programs. By building enduring partnerships with community partners across different parts of the city and by consistently providing tips to Back elders on how to access various resources on aging and making these elders aware of the caliber of research supported by the HBE, the pool recruited approximately 800 adults across its first 5-years who are 55 years of age and older. As stated earlier, this was the first 5-years of our PRP (2003 PRP ( -2008 . In 2003, there were 102 participants registered, 186 by one year later, an additional 100 in Year 3 (285), and 329 by Year 4 before jumping to 799 by Year 5. The big jump in PRP enrollees from Years 4-5 corresponded with a doubling of attendance at our annual Health Reception from 400 to 800 participants. These PRP members made up the sample of communitybased recruited research participant pool members for the current study.
Research Aims
(a) To compare demographic and health characteristics among those recruited into research through the PRP and those recruited through the Detroit Health Needs Assessment, a random telephone-based survey research study (Chapleski, 2002) . The authors decided that the PRP comparison sample should consist not of census data but of research participant data drawn from a population-based probability sample. Although more than 90% of the Chapleski sample was obtained through phone interviews, the remaining participants were from face-to-face interviews in those areas with low telephone usage. Research participation is a voluntary activity under all circumstances and always has some self-selection, whereas the census data are not. The main research aim, although somewhat simplistic, is fundamental to the issue of utility of research findings from nonrandom research registries. How does the sample generated from a nonrandom voluntary research registry match well with a sample from a population-based survey and how do they differ?
Study Design and Data Collection Method
Participants for the PRP are recruited at all HBE events and through the HBE lay person's newsletter, a biannual publication. Interested participants from the Consumer Health Learning Series, an annual Health Reception, and other outreach activities give their names and phone information to HBE staff and are later contacted via telephone. A short 10-item survey is administered via telephone after oral consent is obtained. Confidentiality of the data is explained to the participants. Data regarding age, gender, functional ability, and health conditions as well as interest in participating in research are collected and entered into a relational database, the FilePromaker. This data collection tool was developed with the help of the CAB. To ascertain the generalizability of our findings to the African American population within the city of Detroit, the demographic variables (i.e., age, education and gender) of our sample were compared with those of participants from a population-based random survey in the Detroit City Wide Needs Assessment of Older Adults database (Chapleski, 2002) , a data set that contains information about 1,126 noninstitutionalized community-dwelling African Americans residing in the city of Detroit.
Measures

Demographic
Age and gender were the only demographic variables obtained for this study. No questions were asked about education or income on this survey, however. This was due to two reasons: (a) the CAB members held strong opinions about not asking for these types of information during registry sign up, believing it would heighten suspicion from the population and (b) observing the nearly 35% missing data for income questions on the Detroit Health Needs Assessment survey.
Chronic Disease Conditions
The survey utilized self-reporting methods to assess the prevalence of chronic conditions among the study sample. The questions about chronic conditions are asked as follows: "Has a doctor or other health professional told you that you have . . . . " A similar self-report method was utilized for the gathering prevalence data for the city study. The following chronic diseases were inquired about: arthritis, diabetes, cancer, stroke, hypertension, heart disease, pulmonary disease, liver disease, and one general question asking for other health problems.
Functional Abilities
Participants were asked if they had difficulty (yes or no) in climbing stairs or pulling or pushing large objects.
Study Population
Given the eligibility criteria for the needs assessment survey was 60 years of age and older, we decided to use participants 60 years of age and older from the PRP for this study. The study population included all noninstitutionalized African American men and women aged 60 years recruited into the PRP in the city of Detroit. A total of 799 participants were in the PRP database at the time of these analyses. A total of 76 participants were excluded from the study as they did not meet the eligibility criteria of our targeted population. African men and women who were less than 59 years of age (N = 69), other racial/ethnic groups (N = 6), and incomplete survey (N = 1) were excluded for the analysis. The final sample size for this study was 723. The city of Detroit Health Needs Assessment data, a population-based randomly sampled city wide study (Chapleski, 2002) , was utilized for comparison.
Data Analysis
Data was analyzed using SPSS v.16.0 (SPSS Inc. ). The data were deidentified for analysis. Descriptive statistics was computed for age, and frequencies were calculated for all variables. Age was categorized into five groups for analysis. In order to examine the goals of determining how well the PRP sample compared with the population-based probability sample from the same city frequencies were calculated for all variables and chi-square statistics were computed to determine if the PRP variables differed from the Detroit Health Needs Assessment City of Detroit data.
Results
Demographic Data
Frequency distributions on the demographic, health variables, and functional ability for older African American men and women aged 60 years and older are shown in Tables 1-3, respectively. The gender distribution in the PRP sample was 89% female and 11% male compared with 71% females and 29% males in the city study. The mean age for the PRP sample was 74.years similar to the city study that had a mean of 71 years of age. The age distribution for the PRP group was 12.7% aged 60-64 years, 20.1% aged 65-69 years, 20.3% aged 70-74 years, 20.7% aged 75-79 years, 13.8% aged 80-84 years, and 12.3% aged 85 years and older. The age distribution among the PRP and city study data are almost similar except for the oldest and youngest eligibility ages. The PRP registry had a significantly higher percentage of oldest old adults (12.3%) recruited into the resource pool in comparison with the city study that had recruited only 6.2% oldest old adults. Table 1 summarizes these findings.
Chronic Diseases
The chronic conditions reported by the study population included arthritis, diabetes, cancer, stroke, hypertension, heart disease, pulmonary disease, and liver disease. Table 2 summarizes the prevalence of the chronic diseases affecting older African American elders in the study. The table provides total chronic disease prevalence separately for men and women and also provides disease prevalence for each of the age groups (by gender) presented in Table 1 . There were no age effects for either men or women with respect to chronic disease prevalence. There were, however, gender differences between the two samples.
For women, there were no differences overall in rates of arthritis, stroke, hypertension, diabetes, and liver disease. The HBE PRP registry had lower rates of lung and heart disease. Thus, overall, the HBE PRP participants were slightly healthier than the city study participants. There was variability within some of the age groups. Diabetes, for instance, was greater in the women of the city study participants for the age 80-to 84-year-old group, and cancer was greater in the HBE participants for the 60-to 64-and 70-to 74-year-old group.
Men from the two samples also were different in terms of health but in the opposite direction of the women. City study and HBE PRP participants overall had equal rates of arthritis, lung disease, heart disease, stroke, hypertension, and liver disease. The city study male participants had lower rates of cancer and diabetes. There was significant variability of findings within age groups, with hypertension being higher in HBE male participants in the 70-to 74-and 75-to 79-year-old groups. Heart disease and stroke were also higher in the 75-to 79-year-old HBE group, and stroke was higher in the 85 years and older group. 
Functional ability
Findings on the physical functioning reported by the PRP participants are summarized in Table 3 . The PRP pool's report on physical disability is less compared with that of the city study. Only 10.9% of the participants reported having difficulty climbing a few flight of stairs compared with their city study (57.7%) counterparts. Nearly half of both the city study and the PRP sample reported difficulty in pulling or pushing large objects (e.g., living room chair, etc.).
Discussion
Overall findings from our study suggest that the women PRP participants are somewhat healthier with less disease burden compared with their Detroit Health Needs Assessment counterparts. The reverse was true for men, with the HBE participants being slightly less health with regard to certain chronic diseases. Closer examination of the samples indicates that both men and women had similar disease prevalence for five conditions and differences for two. Although the HBE PRP and city participants have important differences in health conditions, it is clear that with the great overlap that they also share, investigators using the HBE PRP participants could tailor their selection criteria so as to match the city study participants. Thus, it would not be a burdensome task to draw a sample of HBE PRP participants that matched the city study participants with regard to age, gender, and health conditions. This finding supports the use of registry participants in situations where random sampling is not possible. The PRP attracted significantly older old participants, whereas the Detroit Health Needs Assessment attracted significantly more participants with disabilities. PRP and Detroit Health Needs Assessment participants had a similar prevalence of disease burden. Men were underrepresented in the PRP as compared with the Detroit Health Needs Assessment. Outreach activities and educational efforts need to be tailored to effectively engage and involve them in research and increase their rate of participation as they are far less likely to turn out to educational and support activities such as the HBE's, which are aimed at the broader public of older Black adults.
The fastest growing segment of our population is the "oldest old" usually defined as those 85 years and older. Data are meager on this population who carry a greater burden of disease and disability, accounting for a substantial proportion of health care spending. A lot of missed public health opportunities to study this growing population arise due to their low participation rates as well as selection bias on the part of the researchers. Interventions to address the needs and concerns of the oldest olds are unmet because they are not well represented in biomedical and clinical research studies. The PRP attracted a significantly higher proportion of oldest old into the research registry than did the Detroit Health Needs Assessment. In contrast to men, the HBE educational and support activities attracted the oldest old into the activity and the PRP.
Generalizability of research findings is one of the fundamental questions in health research. Non random sampling calls into question how well the sample represented the population it attempts to. This study examined a CBPR approach that led to a Participant Research Registry. In terms of demographic and health indices, the limits of generalizability must be noted as the PRP drew a sample different in age, gender, and functioning than did the telephone-based Detroit Health Needs Assessment. Although the samples were not equivalent in many ways, the current study demonstrates some important strengths of a community-based PRP approach and lends support to its adoption in other cities. The importance of enhancing health research recruitment among Black elders cannot be overstated, and the approach used by our MCU-AAAR adds to the methods of successful recruitment of older African Americans into health research and can produce an older old sample, a group often left behind in minority aging research.
Limitations and Future Studies
Our study has several limitations. The great majority of the participants in the registry were women, and hence, the study results must be interpreted with caution. We were limited in the number of variables we were able to compare the PRP and city study participants on because of the way the initial PRP data are collected. Specifically, important variables such as income and education were not collected, making some of the data interpretation more difficult.
Conclusions
To eliminate health disparities and to develop effective and culturally appropriate interventions for older minorities, it is essential that they participate in health-related research and share health promotion/risk reduction activities. The PRP model seems to be an excellent way to recruit older African Americans into health research. Although other RCMARs may be using a similar conceptual framework, the HBE is unique in its methods and extraordinary strong ties with African American elders. The HBE model is certainly one model of how to create a PRP that can serve many investigators.
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